Background: Complementary and alternative medicine (CAM) covers a wide range of approaches, including herbal medicine, manual healing techniques, traditional therapies and mind-body interventions. CAM is widely used throughout the world to treat a variety of illnesses and to maintain health. Aim: Complementary and alternative medicine (CAM) is popular across the world, and is widely practiced. Utilization pattern and reasons for use and non-use among patients attending a tertiary care center are assessed in this study. Subjects and Methods: One hundred and thirty-five patients of different nationalities, above the age of 18 years, Gulf Medical College Hospital and Research Centre, Ajman, UAE, were interviewed using an open-ended structured questionnaire. In addition to socio-demographic characteristics, the acceptability, utilization pattern and reasons for use and non-use were elicited from the participants after obtaining consent from them. PASW 18 version was used to perform Chi-square test and descriptive statistics. Results: Among the 135 participants were 20-81 years old, those from the Far East used most 85.7% (6/7), then Pakistan 38.5% (15/39) and India 23% (16/70). The most common system used was homeopathy. Physicians advised 28.2% (11/39) of users, whereas others used non-medical information. Around 71.8% (28/39) reported good outcome for themselves and family; however, only 10% (4/39) recommended it to others. Most of the users, 75% (101/135), were not sure whether CAM was based on scientific evidence, while 18% (24/135) felt it was. Good previous experience and less treatment complications were the most common reasons for using CAM and non-use due to lack of knowledge or need. Conclusion: About one-third of the seekers of modern medicine care also use CAM, and mostly without physician advice; hence, the importance of discussing the same while taking the clinical history. In view of the belief that CAM has fewer side-effects, there is even more need for physician-initiated discussion.
Introduction
Complementary and alternative medicine (CAM) covers a wide range of approaches, including herbal medicine, manual healing techniques, traditional therapies and mind-body interventions. [1] CAM is widely used throughout the world to treat a variety of illnesses and to maintain health. The National Center for Complementary and Alternative Medicine [2] in the United States defines CAM as a group of diverse medical and healthcare systems, practices and products that are not presently considered to be part of conventional medicine. The World Health Organization (WHO) defines traditional medicine as those including diverse health practices, approaches, knowledge and beliefs incorporating plant, animal and/or mineral-based medicines, spiritual therapies, manual techniques and exercises applied singularly or in combination to maintain well-being, as well as to treat, diagnose or prevent illness. [3] Various factors influence the use of CAM and the type used. [4] Herbs are the most widely used, the incidence varying from country to country: 38% adults and 12% children by the
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National Survey in the United States (US); [5] 84% in an urban center in the US, [6] 22.7% in Singapore, [7] 41% in Wales, [8] 38% in Israel, [9] 28% in Taiwan [10] and 20% in Canada. [11] Researchers have documented the use of CAM in patients with cancer, arthritis, chronic fatigue syndrome, diabetes and dementia. [11] [12] [13] [14] [15] The use of CAM by the public may vary within and between countries for various reasons that are poorly understood. Some patients do not trust conventional medicine. They believe that conventional medicine has more side-effects, and that CAM has fewer side-effects. Some patients who choose CAM therapies due to dissatisfaction with conventional medicine that they used previously have heard from others that CAM is effective in treating certain diseases. Yet, others consider CAM more compatible with their values or beliefs of healthiness. The use of CAM by patients, especially those living in rural areas, also appear to be increasing. Many of these CAMs are not yet proven to cure the disease. [16, 17] The WHO recommends social research into the motivation of use of traditional medicine (TM)/CAM. It considers that in developing countries, non-conventional/parallel systems are used for its availability and accessibility. [3] The study conducted in Saudi Arabia indicated that the high prevalence in the use of CAM products in Jeddah, Saudi Arabia, may be attributable to the patients' underlying belief that these herbs are efficacious and, in some cases, more than the conventional medicines. [13] CAM is culturally acceptable and widely utilized in the Eastern Mediterranean Region for a wide spectrum of clinical illnesses. The common traditional and complementary medicine practices in the Middle East include simple herbal remedies, and traditional therapies such as unani, ayurveda, bone setting, massage, etc., Herbal CAM has now been incorporated in the National Health Services alongside the conventional medicine, especially in countries such as Egypt, Jordan, Kuwait, Saudi Arabia and the United Arab Emirates (UAE). [18] The increased utilization of CAM has created a growing interest toward CAMs that have been researched in UAE, Saudi Arabia, Israel, Turkey, Palestine, Jordan, Lebanon and Bahrain. [13, [19] [20] [21] [22] [23] [24] [25] [26] [27] CAM therapies such as traditional Chinese medicine, chiropractic and homeopathy are being officially recognized. [18] While some people use CAM therapies alone, many of the CAM users continue to access conventional system as well. CAM is commonly used by adults for musculoskeletal, respiratory illnesses and chronic conditions like cancer, diabetes and psychiatric problems. The patients may not discuss CAM use with their physicians because the physicians do not enquire about it nor do they consider it important to discuss or may be reluctant to disclose. However, some of the therapies may be associated with side-effects and drug interactions, or may add to the effects of polypharmacy. [14, 15] UAE is characterized by mixed ethnic and cultural groups. Therefore, there is a need to identify the most preferred CAM treatments, how often they are being used by adult patients and what factors influence the use. Hence, the present study aimed to determine the acceptability, extent and pattern of CAM use, the types of CAM used, reasons for choosing those CAM and the socio-demographic and clinical conditions associated with the use of CAM.
Subjects and Methods
This cross-sectional study was conducted among adult patients visiting the outpatient departments of Gulf Medical College Hospital and Research Centre (GMCHRC), a tertiary care teaching hospital located in Ajman, United Arab Emirates. GMCHRC is the only teaching hospital in the private sector of the Emirate of Ajman.
Approval was obtained from the Gulf Medical University Ethics Committee Ajman, UAE before the start of the study. Participants were recruited based on convenience sampling, irrespective of their reason for visiting the hospital. This method of recruitment was used to reduce the time and cost, and ease to reach the subjects. Because most of the individuals approached for the pilot study had refused to consent, this method of sampling was adopted to recruit the participants. Participants were approached for the study at the registration counter of the hospital before their visit to the doctor.
A questionnaire was used for data collection, which contained both closed-and open-ended questions. The questionnaire included socio-demographic details, self-reported use of CAM and pattern, family history of CAM use, reasons for use and non-use and opinion about CAM. Socio-demographic data collected were age, gender, education and nationality. The content and face validity of the questionnaire was established by experts in the field of CAM. A pilot study was conducted before the start of the actual study, and subjects who participated in the pilot study were excluded from the analysis.
After obtaining consent, a face-to-face interview was conducted to obtain relevant information from adult patients above the age of 18 years. Participants who did not wish to participate were excluded from the study. Participants who responded to the use of CAM were asked to indicate the type, the reasons for use and the source of information.
Responses were coded and fed into an Excel spread sheet and transferred to statistical software for analysis. Socio-demographic details and pattern of CAM use were analyzed using PASW 18 version (Chicago, Illinois) and summarized as descriptive statistics.
Results
The study was conducted on 135 participants who were 20-81 years old, 81 males and 54 females, attending a private tertiary care hospital in Ajman. Almost half of the patients 49% (66/135) were less than or equal to 40 years of age, with a mean of 44.5 years and SD 14.9 years. More than 80% (70/135) of the respondents were from the Indian subcontinent, and 7.4% (10/135) were from the Middle East. Almost 70% (94/135) had university education. Respondents were from a variety of occupational backgrounds, the most common being housewives 27.4% (37/135). Table 1 Most of the respondents 75% (101/135) were not sure whether CAM was based on scientific evidence, and while 18% (24/135) felt it was, 46% (62/135) opined that it had fewer side-effects, while 44% (60/135) felt that it had a long-term effect. As for the users, 43% (16/39) considered CAM to be scientific and 48.7% (19/39) were unsure; 97.4% (38/39) felt they have fewer side-effects and 94.9% (37/39) were of the opinion that CAM had long-term effects [ Table 2 ].
Older adults and females considered CAM to be scientific, having fewer side-effects and having long-term effects. Those educated above the 10 th grade considered CAM to have less side-effects and as having long-term effects, but it was the less educated who considered them to be scientific.
Discussion
The factors influencing CAM use include age, gender, disease state, hospitalization, geographic region, level of education, income, belief in CAM and use of cigarettes. [14] Ceylan, et al. [15] concluded that the greater the age, the less the probability of CAM use. But, Barnes, et al. [14] concluded that older adults were more likely than younger adults to use CAM. In the present study, CAM was frequently utilized by the older age group, and they had a positive belief about the fewer side-effects and long-term effects of CAM.
Gender is also another factor influencing CAM use. Studies have shown that women were more likely to use CAM compared with men. [14, 28] We also found that more women used CAM and that women responded more positively about the scientific basis, side-effects and long-term effects. The cultural context and differing health beliefs between the genders may be the likely reason for this observation.
Disease states also influence the use of CAM. [29] Elderly women with cancer are more likely to use CAM than those without cancer. [30] People who had been hospitalized in the past year were also more likely to use CAM than those who had not been in the hospital in the past year. [14] In the present study, the CAM was more commonly utilized for musculoskeletal and dermatological conditions both among the study responders as well as their family members.
Among the multinational respondents in our study, those from the Far East, Pakistan and India frequently used CAM the most. Homeopathy was the system used most commonly, followed by ayurveda. This finding was expected as majority of the responders utilizing CAM were from the Far East, Pakistan and India, and homeopathy is frequently utilized in these countries. Also, the system of the CAM selected depends on the availability and affordability, [3] the profile of the disease states, awareness, past experience and beliefs about CAM and their social acceptance. A previous research from Israel also documented homeopathy as one of the common CAM therapies utilized by the cancer patients. [2] However, a previous report from UAE documented "herbal" as the common CAM utilized among individuals attending a primary health center. [19] Several other studies from the Middle East reported herbal preparations as the common form of CAM practiced. [22, 24, 31] Previous experience with CAM and less treatment-associated complications were the common reasons stated by respondents for their use. This is unlike the study of Rodrigues-Neto, et al., wherein dissatisfaction to the conventional medicine was the main reason mentioned. [32] Nearly 70% of these patients reported good outcome with CAM therapy, both for themselves as well as for their family members. This is in concordance with reports by Khalaf, et al. [27] The finding was expected as majority of the responders had previous experience of using CAM.
The important fact to be noted is that 70% of the users did not consult any physician, but used it with non-medical information and a similar proportion used internal preparations. Because the respondents were selected from the modern medicine health facility, it is clear that they used the CAM and the modern medicine at the same time or for different disease episodes. However, if the physician did not discuss the CAM use with the patients, the likelihood of side-effects, toxic effects and drug interactions with polypharmacy would increase, especially among the older adults. Because more than 90% of the respondents considered CAM to have fewer side-effects, they would probably not attribute such symptoms to these therapies. In view of the fact that the WHO [3] has already considered educating the clinicians regarding CAM, and has already drawn out a method for physicians to take CAM history, in a multicultural multinational country like UAE, with licensed practitioners for a variety of health systems, it places a demand on the modern medicine practitioners to demonstrate the cultural competency to discuss this matter at every clinical encounter for safe practice.
It was noted that a large proportion of the respondents 75% were not sure whether CAM was based on scientific evidence and, among the CAM users, about 48.7% were unsure of the scientific basis. This finding suggests that patients should be given evidence-based information regarding the CAM therapy about efficacy, adverse effects and possible interactions, to guide their decision making related to CAM use. There is a limited number of randomized clinical trials in CAM-associated therapies, which is a serious concern, as this limits the availability of substantial evidence of its effectiveness.
Limitations of the study
The results cannot be generalized to the UAE as the present research included only one tertiary private hospital. The study however has to be extended to primary care and government health institutions, and the CAM care facilities for generalization. The possibility of respondent bias at the modern medicine facility while answering about CAM cannot be totally disregarded, although the survey was anonymous. The questionnaire was kept very simple for the present survey however, enlisting all the systems considered would have provided a clearer definition of the CAM therapies to the respondents for more specific data.
Further studies can be undertaken among the multiple centers, including pediatric age group, the disabled and the domiciliary and institutional care facilities for a more complete picture. A detailed inquiry is required to assess the need for physician education to take CAM history from their patients, which may become the basis for planning appropriate training.
Conclusion
About one-third of the seekers of modern medicine care also use CAM, and mostly without physician advice; hence, the importance of discussing the same while taking the clinical history. Healthcare providers should be aware of the various CAM interventions used by patients in self-management to educate patients appropriately about the safety, efficacy and associated interactions with conventional medicine. In view of the belief that CAM has fewer side-effects, there is even more need for physician-initiated discussion and both epidemiological and laboratory research to ensure safe practice and adoption of beneficial methods as recommended by the WHO.
